In all cases there is a certain amount of myocardial exhaustion. After any operation on the thyroid the blood-pressure tends to go up, and may be doubled. An exhausted, degenerated, or excessively dilated myocardium, may, when confronted by this increased pressure become acutely dilated, or fibrillate.
The best cases for an ansesthetic and operative treatment are in my experience those in which there are :
(1) No definite myocardial degeneration.
(2) Little myocardial exhaustion or dilatation.
(3) A low systolic blood-pressure. Electrocardiographic and X-ray examinations, together with the mapping out of the field of cardiac response are essential in estimating the condition of the myocardium.
Dr. J. BLOMFIELD.
My practice is similar to that of Mrs. Berry, but I use preliminary injections of omnopon, scopolamine and atropine, and I find that a "conversational anaosthesia" makes most surgeons uncomfortable. I do not therefore commonly maintain a narcosis as light as that described by Mrs. Berry. I have had the experience of two cases which illustrate the importance of Mr. Berry's contention that the surgeon should be in readiness to operate at once from the moment when induction of aniesthesia has begun.
Dr. F. E. SHIPWAY.
In all goitre operations, except those for exophthalmic goitre, I prefer to use intratracheal ether, preceded in the great majority of cases by morphine and atropine. Intratracheal ether removes all the difficulties of anaesthesia, so vividly described by Mrs. Berry, especially those caused by the pressure of the tumour upon the trachea. At the same time it gives complete control over the depth of anaesthesia, so that a very light anesthesia can be easily maintained, and straining or coughing can be produced when the surgeon desires. For exophthalmic goitre I think there is no method so good as oil-ether combined with large doses of morphine and scopolamine. Even in these cases it is a Section of Anesthetics .57 good plan to have the direct laryngoscope and catheter at hand in case any obstruction to breathing should arise during the manipulations. I have known this to occur in two cases. The combination of cyanosis and increased bleeding is extremely dangerous for these patients. Morphine and scopolamine should certainly be given to eliminate the element of fear.
Dr. F. S. ROOD.
It appears to me that goitre cases are of three kinds (1) Simple tumours or cysts where there is no respiratory obstruction and no toxaTmia.
(2) Cases in which there is stridor, possibly definite respiratory obstruction and secondary heart failure.
(3) Cases of exophthalinic goitre. In the first group there appears to be nothing special about the anaesthetic; in the second group chloroform appears to me to be a better anesthetic than ether because the slight congestion which is sometimes caused by the ether during induction may entirely obstruct an already narrow air-way.
From some experience of exophthalmic goitre cases I think it is most important to guard against the element of fear and that these patients should not be brought to the operating theatre and anEesthetized on the table, A preliminary injection of morphia and scopolamine is most useful.
Dr. HAROLD Low (Chairman). I am sure the thanks of the Section are due to Mrs. Dickinson Berry for the excellent paper opening this discussion. In her hands open ether has proved a very useful general anasthetic for all forms of goitre.
As Mrs. Berry has pointed out the only cases which require special treatment from an ansesthetic point of view are those in which the trachea is pressed upon or constitutional symptoms such as heart trouble or exophthalmos are present. The question whether a general or a local anaesthetic should be given is still undecided, some surgeons being strongly attached to the local and others preferring a general anesthetic.
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